Poverty is a household name in developing countries such as Nigeria and has been recognized as a major problem inhibiting economic growth and development. As such, this study examined poverty, household characteristics and child health care in Nigeria with the aim of finding out how poverty affects child health care considering host of household characteristics. The theoretical framework is based on household utility maximization derived from the human capital analysis, while logit regression estimation technique was adopted for our analysis. Parental education influenced children health status and also positively significant in child height for age. Also, household size and economic status are also significant factors in determining child health status. The study therefore recommends that government should put in place policies to reduce the identified constraints to child health care.
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It is therefore important to examine how poverty affects household especially how it affects the child health and their nutritional status in Nigeria.
Child health which is among the child welfare indices is important and needs to be monitored because child contribution to the society in adulthood is determined to a large extent by their childhood health (Okpukpara, 2006) . Olaniyan (2002) also sees improvement in child health and nutrition of poor children as an efficient way of improving school attendance and enhance economic growth which will translate into long run productivity.
This paper is organized into four sections. The next section is on poverty, health and nutritional status of children in Nigeria. The theoretical framework, methodology and data are presented in section 3. Section 4 essentially is the results of our estimation and section 5 is the conclusion and policy implications.
Poverty, Health and Nutritional Status of Children in Nigeria
Studies have shown that there is a very high correlation between poverty, health and nutritional status of children in Nigeria (Olaniyan 2003 , Adeoti and Awoniyi 2009 , Ogwunike 2010 , Okumadewa et al, 2010 .
The collapse of Nigeria economy since 1980 has led to an increase in poverty level where 65.5 percent of households live below the poverty line in 1996 (FOS, 1999) . This has affected the health and sanitation conditions which are inputs of human capital (Olaniyan, 2003 ).
The increase in poverty level since the 1990s decade has brought a very difficult period for most Nigerian households. These economic shocks according to Ichoku and Leibbrandt (2003) led to rapid decline in most major macroeconomic indices. The economy that was growing at the rate of 7.5 percent in the 1970s recorded an average, zero growth for the greater part of the decade. Per capita income fell from $860 in the early 1980s to below $300. The national currency, the naira was devalued by more than 11,000 percent. External debt grew to over $30 billion or $200 per capital at the end of the 1990s (Green, 2001) . This represented about 144 percent of 1993 GDP of the country (Kpakol, 2001) . Political instability brought insecurity and social welfare to very high levels. It was estimated that about $100 billion left the country in form of capital flight due to political instability (Soludo, 2001) . Social infrastructure and physical environment also deteriorated.
In the face of continued severe economic crises, many households could no longer afford the basic necessities of life for their members. The ability of households to cope with adverse economic conditions was strained. Life expectancy at birth was 43.3 years in 2008 43.3 years in (CBN, 2010 . Difficult trade-offs continued to be made in an attempt to keep households afloat. Nutritional intake and other health-enhancing inputs into the household health production function, such as leisure and sports, have either been reduced or eliminated altogether from the households' schedule. These economic crises have led to the breakdown in the health of individuals, households and community. The Social indicator on Health and Nutrition (Table 2) shows that in 1998, only about 10% of Nigerian had access to essential drugs. This has further deteriorated to about 9.4% in 2002, physician per 100,000 people were fewer than 30; access to safe water in 1999 and 2002 were limited to about 50% and 53.5% of the population respectively, and less than 40% of the rural population had access to safe drinking water as against 80% in urban areas, among other set of indicators (Ichoku and Leibbrandt, 2003) . The advances made against some of the communicable and preventable diseases during the period of economic growth of the 1970s and early 1980s were eroded (Pearce and Falola, 1994) . As a result of the economic barriers, many households were not able to afford medical care. The reporting of illness is delayed until the illness becomes severe because the cost of medical care has to be weighed against other pressing household needs such as food and education.
Under conditions such as these, children are usually the most vulnerable group, given their physical weakness (Vogel, 1988) . Infant mortality stood at an average of 75.1 per 1000 live births ranking among the highest in the world (CBN, 2008) . It has been estimated that about 200,000 Nigerian children die every year from diarrhea www.ccsenet.org/ijbm
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The proportion of children fully immunized dropped from 30% in 1990 to 17% in 1999, rose partially to 19.5% in 2009 and almost 40% of the children in the later year had never received any vaccination. Notes: Stunting is defined as standardized height for age of less than -2z scores reflecting long-term malnutrition, while wasting is defined as standardized weight for height of less than -2z scores reflecting short term malnutrition (Olaniyan, 2002) A cursory examination of table 3 above shows that the level of malnutrition level of Nigerian children has been deteriorating in the last twenty years. The percent of pre-aged children stunted in 1990 was 43.1 percent; this improved to 32.0 in 1999 and has been on the increase since that period recording 42.0 percent in 2010. In the case of wasting, the percentage of Nigerian children wasted has been on the increase since 1990 till date, a whopping 18% was recorded in 2010. From this statistical data, it is obvious that Nigeria has a high level of malnutrition.
The height for age z scores and weight for height z scores, calculated by Olaniyan (2002), shows that the profile of wasted children is not significantly different from those of the stunted children except that the magnitude of wasted children is lower than those of stunted children. The high level of these two indicators is as a result of chronic poverty level being suffered by the households.
It needs be stressed that child and maternal nutrition and health status are often cited alongside the timing of shocks and interventions as the critical factors in determining the irreversibility of poverty transfers. Literature have found out that maternal malnutrition contributes to higher rates of maternal, infant and under five mortality (Adato et al 2006; Anderson 2000; Attree 2006; Beall and Kauji 1991 and Andrade et al, 2003) . Studies have also found out that poor in utero nutrition also leads to low birth weight babies with higher risk of the children being stunted, and experiencing a permanent limit to their physical and cognitive development affecting schooling performance and completion (Beal and Kauji 1999; Anderson 2000) .
Statistical evidence has shown that over 200 million children are stunted worldwide; more than 150 million of pre-school children are underweight. Stunting and wasting have long term repercussions which can influence a child's likelihood of becoming a poor adult (Alayande et al, 2000) . Evans (1991) identified household characteristics, household income, household and individual assets and household decision-making as those factors that influence poverty that could transmit into poor health care status for the children. Also important according to him are the systematic inequalities which can result in people within the same household having different choices, access to services and levels of well-being which will have profound and long-term implications for them and their children (He depicts the scenario with figure 1 below).
Evans (1991) 
Theoretical Framework and Methodology
The theoretical framework of this study is based on household utility maximization derived from the human capital analysis of Becker (1981) . In these models the household maximizes utility: It should be noted that utility maximization is inter-temporal, but we can drop t subscripts with no loss of generality. HEXP = amount spent on healthcare for (not by) individual i. HTIME = the time the household members devote to the healthcare for that individual.
N enters the utility function indirectly as a determinant of health status.
The household maximizes utility subject to the total labour constraint, any unearned income and the behavioural health and nutrition production functions. Therefore, we can specify these functions as: 
It should be noted that income (Y) is determined by the labour allocation decision in the solution to the utility maximization problem, we then dropped income to avoid multicolinearity problem.
The Model
Follow the approach of Currie (2000), the empirical analysis of this study is based on household utility maximization of health discussed in the last section. In our model the household utility is assumed to be a function of non-food and non-health items (NF) and health status (H).
Household utility will be maximized subject to a health production function of individual within the household and a budget constraint; By forming a composite function, we can then express utility function as:
U= U (h (QH, OH, I, HC, CM, N), Y -P QH QH -P NA NFF
The maximization of this problem then yields a set of reduced form equation below which is our estimated equation.
H j = H j (P HQ , P NF , I, HC, CM, U)
Equation (5) above is our reduced form demand function for health input j.
Variables Description
Individual characteristics include; gender, age, marital status and educational status. Gender is measured as a dummy variable that takes the value of one when patient is male and zero otherwise. Age is measured as a continuous variable, while marital status is measured in the dummy categories as monogamous and once married. The forth category never married is the reference category. Household characteristics include; household size, per capital household expenditure and square of per capital household expenditure. Household size is measured as number of person in the household while per capital household expenditure is proxy by the logarithm of income of household head and the square logarithm of income of household head. Community characteristics comprises of location and geo-political zones. In line with Olaniyan (2002), we estimated two models, one for weight for height and the second height for age.
The Data
The data used for this study are sourced from the 2008 Nigerian Demographic and health survey (NDHS). This
International Journal of Business and Management Vol. 7, No. 20; 2012 survey covers all the states in Nigeria, while questionnaire used were divided into two, one for household and the other for children. Information collected on household members includes their sex, age, educational status, marital status, occupation, maternal mortality and a host of others. The children questionnaire was administered to the mother or the caretaker of the child and Information was collected on illness, immunization, breastfeeding, mother's nutritional status, vitamin A and child rights and anthropometry indices of nutritional status. The data from the individual, community and the household were merged together so as to give a very robust multi-level data base for our empirical analysis to find out the impact of poverty, and household characteristics on child health in Nigeria.
Results Interpretation
Weight for height and height for age of 0-5 children are our dependent variables which are expressed on Z scores. It needs be pointed out however that our independent variables comprises of; the characteristics of the children; community characteristics; household resources and interaction variables.
From our results (see tables 6-9), it is evident that parental education is a significant determinant of children health status. In essence, we found out that child whose parents are educated have the probability of having a better health status compared to children whose parents are not educated. This finding is in line with Olaniyan (2002) and Ifeanyi, et al (2009) .
Also, we found out a positive relationship between parental education and child height for age. The higher the number of years spent in school by Parents the greater the height for age z scores for the under 5 children. However, the effects of father's education in the rural areas is more significant than that of the mother, but this is not so in the urban area. This also confirms the result of Kanjilal et al (2010) on Nutritional status of children in India.
The household size was found to be a significant factor in determining child health status in the urban area, while it is not a significant factor for rural dwellers. Kasirye et al (2004) reported a similar result for South Africa.
With respect to Economic status which we used assets as proxy, empirical evidence revealed that child health status increases with household economic status in both urban and rural areas. Kanjilal reported a similar finding for children in India.
Empirical evidence on the household head reveals that it is a significant factor in the rural and urban areas of Nigeria. However, we found the effect to be more significant in the urban areas than rural areas. This is in contrast with the finding of Olaniyan (2002), where the effect is stronger in the rural areas than urban areas.
Mother's age rather than father's age is significant in rural areas for height and not significant in urban areas. The simple explanation for this is that women are assumed to be much more involved in child health care and also that the older the mother, the more the care for the child.
Community factors are also significant factor in determining child health and nutritional status. However, specific location that an individual is residing was not found to be a significant factor that influences the probability of seeking health care for the child. Residency in South East, South West and South -South are significant less likely to affect child health compared to their counterparts in North Central. By contrast, residency in the North -West, North-East of the Country is more likely to affect child health relative to their counterpart in the North Central.
Conclusion and Policy Implications
This study yields a number of insights into the effects of poverty level and household characteristics on child health in Nigeria. It was found out that residency in any of the geo-political zones is a significant determinant of child health.
Age, sex, education, household size and resources are also significant factors affecting child's health.
From our findings, it is therefore imperative that government puts in place domestic policies to reduce the www.ccsenet.org/ijbm
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